Abstract: This article reports the outcomes of a sub-analysis of United Kingdom (UK) data collected during a noninterventional, cross-sectional study conducted in five European countries. The primary aim was to estimate the prevalence of cancer-related neuropathic pain (CRNP) in an outpatient sample of adult cancer patients visiting oncology clinics in the UK for standard care. Secondary aims were to report the nature and characteristics of the cancer and the pain in the patients with CRNP. This sub-analysis also assessed the usefulness of the PainDETECT screening tool as an aid for physicians in identifying the neuropathic component of cancer-related pain in daily practice. Based on physicians' clinical judgment before reviewing the scores on the PainDETECT tool, the estimated number of outpatients with cancer experiencing chronic pain and considered to have CRNP was 104 of 195 patients (53.3%; 95% confidence interval [CI]: 46.3%-60.3%). After reviewing patients' scores on the tool, the estimate was 90 of 195 patients (46.2%; 95% CI: 39.2%-53.2%). Physicians changed from a positive (yes) to a negative (no) diagnosis of CRNP for 16 of 127 patients who had a low PainDETECT end score (<13; indicating that neuropathic pain was unlikely). Of the 11 physicians who completed the usefulness of PainDETECT survey, eight indicated that they would use the questionnaire in future for at least some of their patients, although they also indicated that in the majority of cases (63%), the PainDETECT tool did not help them evaluate whether a patient had CRNP. Because of missing data arising from missing or incomplete survey responses, however, these data should be interpreted with caution, and further studies are required to assess the usefulness of this tool.
INTRODUCTION
Over 300,000 patients are diagnosed with cancer each year in the United Kingdom (UK) [1] . The European agestandardised rates based on estimated 2009 incidence rates in the UK were 429 cases per 100,000 person-years for men and 372 cases per 100,000 person-years for women [2] . Up to 53% of cancer patients experience cancer-related pain, irrespective of disease stage or tumour type [3] . Of those experiencing pain, over one-third grade their pain as moderate or severe [3] , yet pain in patients with cancer frequently remains undertreated [4] [5] [6] . Undertreatment of pain is multifactorial and can result from under-reporting of the pain by the patient. It may also reflect lack of experience in detection or management of chronic pain by the treating oncologist [4, 5] .
Effective management of pain is partly dependent on correctly identifying the source and type of pain, which can be either nociceptive (somatic or visceral) or neuropathic (somatosensory). Individuals can also experience nociceptive and neuropathic pain simultaneously [7, 8] . Patients with cancer represent one of the most challenging populations with regard to pain management. Effective pain management within this population is complicated by the stage of disease, the type of cancer, and the use of concomitant cancer treatments, as well as the nature of the pain [9, 10] . Like neuropathic pain in general, neuropathic pain in patients with cancer has been identified as more difficult to manage and can be experienced more intensely than pain without a neuropathic component [11, 12] . Additionally, for patients with neuropathic cancer pain, it is important to distinguish between neuropathic pain that is caused directly by the tumor and neuropathic pain that is caused by the cancer treatment (e.g., chemotherapy-induced painful peripheral neuropathy) [13] . Consequently, improving the understanding of the characteristics and nature of pain experienced by patients with cancer may lead to more effective pain management within this population.
One factor contributing to the undertreatment of pain in cancer patients is the failure to identify neuropathic pain components that may require additional pharmacologic treatment [14] . Based on data from international studies conducted in a variety of inpatient and outpatient settings, Bennett et al. [14] estimated that up to 39% of patients with cancer may experience pain with a neuropathic component. There are several screening or assessment tools designed to identify neuropathic pain, including the PainDETECT questionnaire, which was originally developed to identify neuropathic pain in patients with chronic lower back pain [15] . PainDETECT has since been validated, and is in common use, to identify neuropathic pain in other conditions, for example fibromyalgia [16] and painful diabetic neuropathy and peripheral neuropathy [17] .
A non-interventional, cross-sectional study conducted in five European countries, including the UK, estimated that 32.6% of outpatients experiencing chronic pain experienced cancer-related neuropathic pain (CRNP) [18] . This is consistent with estimates from international studies conducted in a variety of inpatient and outpatient settings that up to 39% of patients with cancer may experience pain with a neuropathic component [14] . The current sub-analysis is based on the UK data collected during the five-country European study. Identifying the scale of CRNP on a country-level is important and may assist the individual countries strengthen their care systems and the management of cancer pain. The primary objective of this subanalysis was to estimate the prevalence of CRNP in an outpatient sample of adult cancer patients visiting oncology clinics for standard care. Secondary aims included reporting the nature and characteristics of the cancer and the pain in the UK subpopulation of patients with CRNP and assessing the physicians self-reported usefulness of the PainDETECT screening tool [15] as an aid to physicians in identifying the neuropathic component of cancerrelated pain in daily practice.
MATERIALS AND METHODOLOGY

Study Design
The data reported here were collected from 12 physicians from eight UK centres as part of an observational, noninterventional, cross-sectional, multicentre study. The main study was conducted between 23 August 2010 and 22 July 2011 in outpatient oncology clinics in Denmark, Germany, Greece, Spain, and the UK. Data relating to diagnosis and disease management were collected retrospectively. The protocols were reviewed and approved by Institutional Review Boards/Independent Ethics Committees at participating centres. The Central Multicentre Research Ethics Committee Reference Number was 10/H1011/50.
Patients
All patients had chronic cancer-related pain (defined as pain most days of the week for 3 months). They were adults aged at least 18 years and identified by their clinicians as having chronic cancer-related pain immediately prior to their routine follow-up consultation in the oncology outpatient clinic. Patients with any solid tumour malignancy and at any stage of disease (metastatic, locally advanced, or nonmetastatic) were screened for eligibility. Patients with chronic pain unrelated to cancer were excluded from the study. All patients provided informed consent and were willing to participate in the study.
Study Enrolment and Procedures
Patients were screened and identified for eligibility during routine consecutive consultations with the physician during the enrolment period. The study was planned to include every patient in a screening log at the time that such patient was considered for participation, in order to minimise potential recruitment bias. Patients with cancer-related chronic pain completed the neuropathic pain screening tool (Pain-DETECT) [15] . This tool was used to identify patients with CRNP based on the physicians' clinical judgments before and after reviewing the PainDETECT scores. The CRNP population was defined based on physician opinion after consideration of the PainDETECT scores.
The PainDETECT tool is a self-report questionnaire that allows descriptive reporting of the characteristics, intensity, and pattern of pain. It includes 0-to-10 rating scales in relation to three preliminary questions, followed by a series of seven questions with a 0 to 5 rating scale to establish the nature of the pain. The sum of scores from these seven questions (maximum subscore = 35), together with a 3-point "radiating pain" score, are totalled (maximum total score = 38), and used to establish the likelihood of the patient's having neuropathic pain (end scores of >18 = likely; 13-18 = possible; <13 = unlikely) [15] .
The CRNP population was assessed for additional characteristics, and pharmacologic management of the pain and the cancer, via case report forms (CRFs) completed by the patients and their physicians, as well as other self-report questionnaires.
After all patients completed the study, physicians completed an investigator-specific CRF relating to the PainDE-TECT questionnaire. Physicians who completed this CRF were defined as the "surveyed physicians" population.
Outcome Measures
CRNP Prevalence
CRNP prevalence, calculated as the number of patients with CRNP compared with the total number of patients with chronic pain, was estimated before and after physicians' assessment of PainDETECT scores.
Chronic Pain Prevalence
The prevalence of chronic pain was calculated using a point estimate of the number of patients experiencing pain compared with the total number of patients with recorded screening data.
Nature, Treatment, and Characteristics of CRNP and Cancer
The characteristics, history, and treatment of pain were assessed via investigator and patient CRFs and via the Modified Brief Pain Inventory Short Form (m-BPI-sf) [19] . The characteristics, history, and treatment of cancer were also assessed via investigator and patient CRFs.
Health-Related Quality of Life (QoL) in CRNP Patients
QoL was assessed via the EQ-5D Health Questionnaire (EuroQoL) [20] and the Sheehan Disability Scale (SDS) [21] .
Physicians' Assessment of the PainDETECT Questionnaire
The usefulness of the PainDETECT screening tool was evaluated in the surveyed physicians population via the physicians self-reported usefulness which was documented in the investigator-specific CRF.
Statistical Analysis
Sample Size
The study plan called for 200 patients to be enrolled in the UK to achieve an estimated precision of ±7% (95% CI for the prevalence of CRNP). However, due to difficulties with investigator enrolment, the total number of patients enrolled fell just short of this number (n=195). This shortfall had little impact on the estimated precision.
Data Analysis
Discrete endpoints were summarised using frequency and percentage calculations for each response category. Missing data were excluded from the percentage calculations. Continuous endpoints were summarised using descriptive statistics.
RESULTS
Patient and Surveyed Physicians' Populations
Of 195 patients, 187 (95.9%) completed all or part of the survey. Four patients (2.1%) withdrew during the screening phase, four (2.1%) were no longer willing to participate in the study, and data were missing (either CRF page or final status) for four (2.1%) patients. A total of 12 physicians took part in the study, 11 of whom completed some or all of the investigator-specific CRF (surveyed physician population).
Patient Demographics
Of the 193 patients with properly recorded demographic data, over half of the patients (57.5%) were female. Male patients were older (ages ranged from 31 to 87 years), on average, than the female patients (ages ranged from 20 to 84 years), and 75% of the men were aged 65 years and older, in comparison with 36% of the women ( Table 1) .
Study Endpoints
CRNP
Fewer patients (90 of 195) were considered to have CRNP in the opinion of the evaluating physician after reviewing scores on the PainDETECT questionnaire (46.2%; 95% CI: 39.2%-53.2%) than the number considered to have CRNP before reviewing these scores (104 of 195; 53.3%; 95% CI: 46.3%-60.3%; Fig. 1 ).
Prevalence of Chronic Pain
Data recorded on the screening log during the enrolment period were used to identify patients with chronic pain. Data from physicians invited to take part in the survey who did not record the number of patients screened were not included in this analysis. Consequently, the number of patients meeting the criteria for chronic pain included in the chronic pain calculation differs from the number of patients with chronic pain identified as the "all patient" population in the CRNP calculation. Of 2825 UK patients with screening data, 162 met the criteria for chronic pain and were enrolled in the study, and 92 patients met the criteria and declined participation.
1
; all 254 patients were included in the calculation of the prevalence of chronic pain and constitute the numerator The prevalence point estimate of chronic pain was therefore calculated as follows:
(162 + 92) x 100 / 2825 = 9.0% 1 Patients who did not meet the criteria for chronic pain due to use of pain medications were not included in the chronic pain calculation (as these data were not always reliably recorded). The chronic pain calculation is, therefore, a conservative estimate.
Nature and Treatment of Neuropathic Pain in Patients with CRNP
In the physicians' assessment of the type of chronic cancer-related pain, 26 of the 90 patients in the CRNP population (28.9%) were considered to experience pure neuropathic-type pain, and 36 (40.0%) were considered to have mixed cancer-related pain with a neuropathic component. Data were missing for 28 (31.1%) patients.
Of the CRNP population, three patients had experienced CRNP for <3 months (3.3%); 30 (33.3%) had had CRNP for 3-6 months; 11 (12.2%) had had CRNP for 7-12 months, 15 (16.7%) for 13 months to 3 years, and five (5.6%) for >3 years. Data were missing for 26 (28.9%) patients.
In the opinion of the physicians, the CRNP was due to the tumour itself in 48 of 90 cases (53.3%), and due to cancer treatment in 24 cases (26.7%). Chemotherapy and radiotherapy were each considered responsible for the CRNP in nine cases (10.0%), and surgery was considered responsible in 12 cases (13.3%). Non-opioid analgesics and/or strong opioids were the most commonly prescribed therapeutic treatments for neuropathic pain in the CRNP population ( Table 2) .
Pain-Related Characteristics of CRNP Patients
Mean subscale scores on the m-BPI-sf were 5.5 (95% CI: 4.7-6.2; n=65) for "Interference" and 4.6 (95% CI: 4.0-5.1; n=66) for "Severity," based on numerical rating scales of 0 (no pain) to 10 ("pain as bad as you can imagine").
Patient-assessed pain scores derived from the preliminary PainDETECT questions were higher, on average, for the CRNP population than for the "all participant" group ( Table  3) . No statistical comparisons were performed between these two populations.
Characteristics of Cancer and Treatment in the CRNP Population Types and Characteristics of Cancer
In the 90-patient CRNP population, breast cancer was the most common primary diagnosis (n=20; 22.2%). Excluding the "other" category, the next most commonly recorded cancer type was prostate cancer (n=6; 6.7%) ( Table 4) . Thirtyeight patients (42.2%) had loco-regional progression of the cancer, 22 (24.4%) did not, and data were missing for 30 (33.3%) patients. Of the 90 patients, 44.4% of the CRNP population had metastatic disease at one or more sites (range of number of sites = 0-7). Data were missing for 42 patients (46.7%). Bone was the most common metastatic site ( Table 4) .
Summary of Therapeutic Management of Cancer and Surgical Treatment
At the time of the study, approximately half of the CRNP population had received prior or ongoing chemotherapy (53.3%) and/or radiotherapy treatment (55.6%). Patients could have received more than one type of therapeutic or surgical treatment for cancer. a Incorrect date of birth was recorded for 2 patients in the "all patient" population and excluded from the demographic summary. CRNP, cancer-related neuropathic pain. Data on surgical procedures (i.e., non-drug treatment of cancer) were missing for the 49 of 90 patients (54.4%). For the patients for whom these data were collected, the surgical procedures were recorded verbatim and therefore not readily categorised. Among the most commonly recorded surgical procedures were excision, mastectomy, bilateral salpingooophorectomy, and abdominal hysterectomy.
Fig (1).
Health-Related QoL in CRNP Patients
EQ-5D Health Questionnaire (EuroQoL) [20] Patients rated their own perception of their health (how good or bad) on a visual analogue scale (VAS) (0 = worst imaginable health state to 100 = best imaginable health state). The mean health state score for the CRNP population was 53.2 (95% CI: 47.5-59.0). In addition, patients evaluated five dimensions of health-related QoL (mobility, self-care, usual activities, pain/discomfort, and anxiety/depression) on a 3-point response scale (no problems, some problems, and extreme problems/inability). Responses to these items were combined into one utility score on a scale of 0 to 1. Higher scores indicated better health. The mean utility score for CRNP patients was 0.55 (95% CI: 0.49-0.61). Data were missing for 26 of 90 patients. 
The Sheehan Disability Scale (SDS) [21]
The SDS assesses functional impairment in three domains (work/school, social life, and family life) using an 11 point VAS (0 = no impairment to 10 = extreme impairment).
These scores were combined to indicate a global functional impairment score of 0 to 30. Higher scores on the SDS indicated greater impairment. The mean total score for the CRNP population was 20.1 (95% CI: 16.9-23.4), although there were missing data for 56 of 90 patients. Scores ranged from 1 to 30.
Patients also indicated the number of unproductive days and the number of days lost over the past week on the SDS scale. On average, patients reported 3.7 days lost (95% CI: 2.7-4.8) and 2.7 days unproductive (95% CI: 1.7-3.8) over the past week.
Patient Assessment of Disease
During the 4-week period before the clinic visit, 52 of the 90-patient CRNP population (57.8%) visited the doctor (reasons unknown), including nine patients who recorded four or more visits. Of 90 patients, 14 (15.6%) recorded no visits. Data were missing for 24 patients (26.7%).
All 90 CRNP patients had used some treatment over the past 4 weeks. Fifty-four patients (60.0%) used prescription medications, and 13 (14.4%) used non-prescription medications. The other patients used other treatments, including physiotherapy and massage.
Of the 90 CRNP patients, 26 (28.9%) indicated that their symptoms had had an effect on their employment status, while 39 (43.3%) indicated that it had not. Employment status data were missing for 27.8% of patients.
Evaluation of PainDETECT Screening Tool [15]
Six of the 11 surveyed physician population (54.5%) responded "yes" to the question "Did you find the PainDetect Questionnaire useful?" and three (27.3%) responded "no". Responses to this question were missing for two physicians.
Physicians responded "yes" to the question "Did the PainDETECT Questionnaire help you evaluate if you think the patient has CRNP?" in relation to 69 of 195 (35.4%) patients. They responded "no" in relation to 123 (63.1%) patients, and data were missing for three patients. While no physicians indicated that they would use the PainDETECT screening tool for all of their patients in the future, two of 11 (18.2%) indicated that they would use it for most patients, and six (54.5%) indicated that they would use it for some patients. None of the physicians indicated that they would use it for only a few patients. Two physicians (18.2%) indicated that they would not use it. Data were missing for one physician. 
Impact of PainDETECT End Scores on Physicians' Clinical Opinions
The distribution of PainDETECT end scores in relation to the physician's clinical opinion regarding the presence (yes), or absence (no) of CRNP after consideration of the PainDETECT is shown in Table 5 . Shifts in physicians' opinion before and after consideration of the PainDETECT are also shown in relation to the patient end scores ( Table 5 ). 
DISCUSSION
Before the use of the PainDETECT tool, the estimated number of outpatients with cancer considered to have CRNP in the UK sample was 104 of 195 patients experiencing chronic pain (53.3%; 95% CI: 46.3%-60.3%). After physicians had an opportunity to consider the completed PainDE-TECT questionnaires, this estimate was slightly reduced, to 46.2% (95% CI: 39.2%-53.2%). These percentage rates were higher than those based on a review of published data that estimated a prevalence of up to 39% when patients experiencing mixed pain with a neuropathic component were included [14] . They were also higher than the estimated percentage of CRNP in the full study that incorporated data from all five European countries. The estimated percentage of CRNP after considering PainDETECT scores in the full study was 32.6% (95% CI: 29.6%-35.6%). The reason for the higher estimation in this UK sample is unclear. However, eight of the 11 physicians who completed the investigatorspecific CRF recorded that their areas of speciality were limited to two to three areas. Thus, the cancer types of the patients included in this study would have been influenced by the areas of speciality of the oncologists taking part. One physician who enrolled patients did not complete this CRF.
Based on the 2825 patients with recorded screening data, the prevalence of chronic pain in patients with cancer was estimated at 9.0%. This estimation is lower than previously reported prevalence of chronic pain in patients with cancer. A systematic review estimated that pain (not specifically chronic pain) was experienced by 64% of patients at advanced stages and at 33% of patients undergoing cancer treatment or cancer survivors [3] . Another study estimated the prevalence of chronic pain in cancer survivors at approximately 20% [22] . The lower prevalence estimated in the current study may be owing to the strict enrollment criteria which excluded patients who experienced chronic pain for less than 3 months and/or patients whose chronic pain was effectively treated with pain medication.
The most common cancer type in this UK sample was breast cancer. This is consistent with Cancer Research UK 2009 estimates in which breast cancer was identified as the most common cancer in the UK [2] . Breast cancer accounted for 30.6% of female cancer cases in the UK in 2009, followed by bowel cancer (11.7%) and lung cancer (11.6%) [2] . In men, the most commonly diagnosed cancer for the same period was prostate cancer (25.2%), followed by lung cancer (14.2%) and bowel cancer (14.0%) [2] . The percentage of patients with a primary diagnosis of prostate cancer within the CRNP population reported in this article was relatively low (6.7%), yet six of the 11 (54.6%) surveyed physicians included prostate cancer among their particular areas of expertise. Consequently, the cancer types within this sample do not appear to be entirely influenced by the area of expertise of the physicians, for prostate cancer at least. On the other hand, cancer type was unrecorded for 27.8% of the CRNP population. Other areas of speciality recorded by the 11 physicians were: breast cancer (5 physicians), colorectal cancer (four physicians) lung cancer (three physicians), and "other" (seven physicians). An alternative explanation is that the recorded cancer types in this CRNP population may be indicative of the likelihood of experiencing neuropathic pain. For example, breast cancer has been associated with high levels of neuropathic pain [23, 24] . In the European Pain in Cancer (EPIC) survey, self-reported incidence of pain was highest in patients with lung and bowel cancer, and lowest in patients with prostate cancer or leukaemia [25] . However, the primary cancer diagnosis data were missing for 27.8% of patients in the current study, so these data should be interpreted with caution.
Based on statistical models of published data, there are more new cases of cancer in men in the UK (estimated 163,650) than in women (estimated 146,630) [26] . In the "all patient" population of outpatients with cancer experiencing chronic pain, there were more female outpatients (n=111) than male (n=81), although data were included from only 12 physicians in total. The demographic was similar in the CRNP population (57 women; 31 men). The men were also older than the women, on average. The pattern of age-group by gender typifies the most common cancers for each sex, as the greatest average number of new breast cancer cases by age in the UK during 2007-2009 was in the 25-to 49-year age category (contributing 44% of the cancer types for this age group in women) [2] . The greatest average number of new prostate cancer cases by age in the UK during 2007-2009 was in the 50-to 74-year age category (contributing 27% of the cancer types for this age group in men) [2] . In the CRNP sample reported here, the majority of women were aged between 45 and 64 years, while the majority of men were aged 65 years and older.
A further aim of this study was to assess the usefulness of the PainDETECT screening tool in an outpatient oncology environment based on the physicians self-reports. This questionnaire has already been validated and is used in other populations. Despite indicating that PainDETECT did not help them evaluate whether a patient had CRNP in respect of 63% of the study patients, six of the 11 surveyed physicians (54.5%) found PainDETECT a useful tool, and eight (72.8%) indicated that they would use it in the future with at least some of their patients. The percentage of patients considered to have CRNP after clinicians had considered the PainDETECT scores was 7% lower than their estimate before considering the PainDETECT scores, demonstrating that physicians were influenced by the outcomes of this tool in some cases. Consideration of the data regarding this shift shows that the majority of changes in opinion occurred for patients with end scores <13 (indicative that underlying CRNP was unlikely). Physicians changed from a positive (yes) to a negative (no) diagnosis of CRNP regarding 16 of the 127 patients with an end score of <13. There were also shifts from an initial "unknown" diagnosis for seven of the patients with this end score. A greater proportion of patients with PainDETECT end scores of <13 received a diagnosis of neuropathic pain after examination of this questionnaire (36 of 127 [28.3%] ) than patients with PainDETECT end scores of >18 (indicative that underlying CRNP was likely) who were considered not to experience neuropathic pain (three of 27 [11.1%]; Table 5 ). This trend is consistent with the findings of a recent review of pharmacologic treatments for CRNP that identified a shift from a trend of underdiagnosis of CRNP to hyperdiagnosis, explained by the researchers as a potential confusion between symptoms of neuropathic pain and hyperalgesia resulting from opioid administration [27] . Consequently, identifying screening tools that can help physicians characterise and diagnose the nature of pain is paramount to improving pain management in cancer patients, particularly as poor pain assessment has been identified as a contributing factor to the current undertreatment of cancer pain in general [28, 29] .
A review of data from the European Palliative Care Research Collaborative established that the sensitivity and specificity of PainDETECT as a tool to identify neuropathic pain in patients with cancer was less reliable than that shown in patients without cancer [33] . Other tools that may help physicians to identify a neuropathic pain component include The Leeds Assessment of Neuropathic Pain Symptoms and Signs, the Northwick Park Neck Pain Questionnaire, the Neuropathic Pain Symptom Index, and the DN4 [30] . There is no evidence that these tools are any more accurate than the PainDETECT in identifying CRNP. Due to complications specific to patients with cancer (e.g., use of oncological treatment, use of strong opioids), the PainDETECT questionnaire may require some adjustments to be a more sensitive classification tool of neuropathic pain and to accurately identify CRNP [30] .
Pain management in this population is complicated by the fact that many cancer patients experience mixed pain (with a neuropathic component) that may require additional prescribing strategies [14] . Insufficient physician knowledge of appropriate pharmacologic treatment of the neuropathic component of cancer pain has also been identified as a barrier to effectively treating cancer pain [31] . The most recent National Institute for Health and Clinical Excellence (NICE) clinical guidelines for the treatment of pain in palliative care recommend strong opioids as first-line maintenance treatment [1] . The NICE clinical guideline for the treatment of neuropathic pain recommend oral amitriptyline or pregabalin as first-line treatment [32] . There are no NICE guidelines specifically for neuropathic pain in cancer patients. The European Society for Medical Oncology guidelines recommend that neuropathic pain in cancer patients be treated with opioid and non-opioid analgesics, specifically tricyclic antidepressants (amitriptyline) or anticonvulsants (gabapentin) [33] . Radiotherapy is recommended for neuropathic pain due to bone metastases [33] .
Raising awareness of effective prescribing strategies for cancer patients with CRNP, or a mixed pain condition with a neuropathic component, may also improve QoL in cancer patients, particularly as patients with CRNP have been reported to be negatively affected by their pain condition [34] . Responses to the self-reported measures on pain and QoL reported here are consistent with these reports.
Limitations to the interpretation of these data are due, in part, to missing data arising from missing or incomplete survey responses. As this was a non-interventional study, it did not incorporate monitoring or quality checking for CRF completion. The majority of physicians completed the investigator-specific CRF (11 of 12), but there were also missing or incomplete patient CRFs. The way the CRF was designed may have contributed to the lack of patients responses because every assessment in the CRF started with the checkbox "not done", this may have given the participant the wrong idea that they do not have to complete the whole questionnaires. Additionally, some of the information had to come from the patient's medical record which could have contributed to the low completion rates. Finally, some of the patient questionnaires, for example the impact on employment status and money spent on medication, may have been considered inappropriate for some patients. In addition, the outpatient sample included in the study was not necessarily representative of the outpatient population of cancer patients as a whole. The types of cancer experienced by the patients would be limited by the area of expertise/speciality of the physicians who enrolled patients for the survey. Consequently, these data should be interpreted with caution.
CONCLUSION
The prevalence of CRNP in this subpopulation of adult cancer patients attending outpatient clinics in the UK was estimated at 53.3% before physicians considered the completed PainDETECT questionnaires. The opinions of the physicians were influenced to a certain extent by the Pain-DETECT tool. In particular, some diagnoses were switched from a positive to a negative diagnosis of CRNP in cases where PainDETECT end scores indicated that neuropathic pain was unlikely. However, the revised estimated percentage of 46.2% remained higher than estimations found in other studies. The interpretation of these study results should be reviewed in the light of the limited data.
Pain in cancer patients is commonly undertreated. Effective management of pain is partly dependent on correctly identifying the source and type of pain (i.e., nociceptive or neuropathic). Consequently, identifying screening/diagnosis tools that help oncologists to characterise and diagnose the nature of cancer-related pain would enable them to appropriately tailor pharmacologic treatment, and, ultimately, manage pain more effectively. However, further studies are needed to assess the usefulness of the PainDETECT questionnaire within the oncology outpatient population.
CONFLICT OF INTEREST
A. Birtle and S. Davidson have no conflict of interest with this article content. G Atkinson and C. van Litsenburg are employees of Pfizer and own Pfizer stock and Pfizer stock options.
ACKNOWLEDGEMENT
This study was funded by Pfizer Ltd. Medical writing support for the development of this manuscript was provided by Brenda Meyer, PhD, of Engage Scientific Solutions and was funded by Pfizer Ltd. The authors would like to thank Sarah Wensley, Pfizer Ltd and all the UK investigators (full list reported elsewhere) [18] for their contribution to the study and Sarah Bowen for her role in the statistical analysis. The authors were not compensated for their work on the manuscript. 
ABBREVIATIONS
